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Summary 

Beginning  in  1991,  the  U.S.  Department  of  Health  &  Human  Services,  Health 
Resources  &  Services  Administration  (HRSA)  convened  work  groups  of  researchers, 
service  providers,  and  people  living  with  HIV  to  assist  HRSA  in  evaluating  the  Ryan 
White  Comprehensive  AIDS  Resources  Emergency  (CARE)  Act  of  1990  and  in 
providing  technical  assistance  to  grantees  to  more  effectively  deliver  services, 
including  services  to  communities  of  color  (Aday  et  al  1994).  In  May  1994,  HRSA 
sponsored  a  work  group— "Work  Group  on  Health  Care  Access  Issues  for  Asian  and 
Pacific  Islanders"  — composed  of  Asians  and  Pacific  Islanders  (A&PIs)  who  were 
knowledgeable  and  concerned  about  barriers  to  medical  and  social  services  faced  by 
A&PIs  with  HIV.  Meeting  participants  addressed  issues  specific  to  their  constituencies 
in  relationship  to  HIV  services,  and  funding  through  the  CARE  Act. 

During  the  same  period,  several  organizations  were  working  to  identify  concrete 
barriers  to  HIV  services  routinely  encountered  by  A&PIs,  and  were  developing 
programmatic  solutions  to  the  barriers.  These  organizations  included  the  Gay  Asian 
Pacific  Alliance  Community  HIV  Project  (GCHP)  and  Filipino  Task  Force  on  AIDS 
(FTFA)  in  San  Francisco,  Asian  and  Pacific  Islander  Coalition  on  HIV/AIDS  (APICHA) 
in  New  York,  the  Asian  Pacific  AIDS  Intervention  Team  (APAIT)  in  Los  Angeles,  and 
others.  The  cumulative  knowledge  on  how  A&PIs  encounter,  experience,  and  use  HIV 
care  services,  while  anecdotal,  unevaluated,  and  experiential,  still  constitutes  one  of 
the  most  important  and  practical,  albeit  disparate,  sources  of  information  available 
(ACCIS  1992;  Chang  1993). 

HRSA  requested  that  GCHP  develop  a  document  identifying  policy  recommendations 
and  initiatives  based  on  the  1994  meeting  of  A&PIs  convened  by  HRSA,  and  on 
recommendations  from  other  agencies  and  conferences  for  providing  services  to  A&PIs 
living  with  HIV.  This  consensus  document  was  written  in  consultation  with  key  HRSA 
staff  to  ensure  that  recommendations  would  be  congruent  with  HRSA's  overall  mission 
of  service  delivery.  It  is  based  on  A&PI  experiences  with  HIV  service  access  and  use, 
and  organized  in  such  a  way  to  clearly  identify  barriers  and  solutions  to  those  barriers. 
The  proposed  solutions  cited  in  this  document  are  presented  to  HRSA  with  the 
expectation  that  the  HIV/AIDS  service  needs  of  this  population  will  be  addressed.  As 
A&PI  consumers  of  HIV  care  services  begin  to  experience  fewer  barriers  to  care,  they 
will  increase  their  use  of  beneficial,  comprehensive,  and  effective  services. 
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This  document  identifies  barriers  to  services  in  three  categories:  access,  utilization, 
and  organizational/systemic.  After  a  brief  discussion  of  various  barriers, 
recommendations  are  made  to  HRSA  that,  if  enacted,  will  begin  to  reduce  identified 
and  detailed  barriers  to  services. 


Background  on  Asian  and  Pacific  Islander  Communities 
and  the  HIV  Epidemic 

Like  other  underserved  racial  and  ethnic  groups,  A&PIs  strongly  assert  their  need  for 
effective  and  accessible  care.  The  National  Commission  on  AIDS  states  in  its 
December  1992  report,  The  Challenge  of  HIV/AIDS  in  Communities  of  Color,  that  "poor 
people  of  color  are  less  likely  to  seek  early  treatment  for  HIV  infection,  are  likely  to 
have  been  less  healthy  when  they  contracted  the  virus,  and  are  likely  to  have  more 
advanced  symptoms  when  they  present  themselves  for  treatment."  The  Commission 
specifically  recommends  that  "public  health  officials  should  work  with  researchers, 
health  professionals,  and  community-based  service  providers  to  gain  a  better 
understanding  of  the  role  of  cultural  and  socioeconomic  factors  in  the  transmission  of 
HIV,  the  disease  process,  and  access  to  care." 


Demographics 

A&PIs  in  the  United  States  and  its  territories  comprise  two  broad,  separate  and  distinct 
categories.  Within  these  two  categories,  the  geographical  distribution  and  diversity  of 
distinct  racial  and  ethnic  groups  is  staggering.  According  to  the  1990  U.S.  Census,  the 
category  "Asian"  includes  29  different  groups,  and  the  "Pacific  Islander"  category 
comprises  20  distinct  ethnic  groups.  Collectively,  members  of  these  ethnic  groups 
speak  more  than  100  languages  and  dialects.  Significant  cultural,  socioeconomic, 
religious,  and  political  differences  exist  both  within  and  among  ethnic  groups.  While 
many  cultural  themes  are  unique  to  a  group,  some  common  cultural  themes  reappear. 

The  U.S.  Census  estimates  that  the  A&PI  population  is  the  fastest  growing  group  in  the 
United  States  with  annual  growth  rates  that  may  exceed  4  percent  during  the  1990s 
(U.S.  Dept.  of  Commerce).  By  the  middle  of  the  21st  century,  the  A&PI  population  will 
grow  to  41  million  people,  with  birth  rates  expected  almost  to  triple  from  4  percent  in 
1992  to  1 1  percent  in  2050.  As  of  1990,  A&PIs  made  up  29.1  percent  of  the  population 
in  San  Francisco  (the  largest  minority  group  in  the  city),  and  9.6  percent  of  California's 
total  population.  In  New  York  State,  A&PIs  comprise  3.9  percent  of  the  population  with 
the  largest  concentration  in  New  York  City  (7  percent  of  the  city's  population).  In 
Hawaii,  the  majority  of  the  population  is  A&PIs,  representing  61 .8  percent  of  the 
archipelago's  population.  Texas,  Illinois,  New  Jersey,  Washington,  Virginia,  Florida 
and  Massachusetts  also  have  high  concentrations  of  A&PIs. 
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Immigration,  resulting  from  fleeing  political  turmoil  and/or  the  search  for  economic 
opportunities,  is  the  major  factor  in  A&PI  population  growth  in  the  United  States.  The 
number  of  A&PI  immigrants  is  projected  to  exceed  the  number  of  A&PI  births  for  the 
next  30  years.  In  total,  more  than  three  million  A&PI  immigrants  and  their  descendants 
will  be  added  to  the  U.S.  population  between  the  years  1991  and  2000. 

Of  the  513,486  cases  of  AIDS  reported  by  CDC  in  the  United  States  and  its  territories 
through  December  31,  1995,  3,457,  or  0.7  percent,  were  among  A&PIs1.  However, 
15.7  percent  of  all  AIDS  cases  among  A&PIs  occurred  in  1995,  compared  with  14.4 
precent  of  all  AIDS  cases,  which  might  suggest  that  the  epidemic  is  in  its  early, 
accelerating  stages  in  this  population.  While,  up  to  1994  the  profile  of  the  epidemic 
among  A&PIs  is  similar  in  many  respects,  72  precent  (345  of  477)  of  A&PI  cases  are 
men  who  have  sex  with  men  compared  with  57  precent  in  the  general  population. 
While  the  male  to  female  ratio  of  AIDS  cases  is  approximately  9  to  1 ,  it  should  be  noted 
that  the  number  HIV  cases  among  A&PI  women  increased  36  precent  in  1995 
compared  to  the  number  of  cases  up  to  1994.  Of  pediatric  cases,  64  percent  were 
attributed  to  prenatal  transmission  from  an  HIV-positive  mother  and  23  percent  were 
due  to  transmission  of  HIV  through  blood  transfusions  or  blood  products.  Five  percent 
of  all  male  AIDS  cases  and  18  percent  of  all  female  cases  in  adult/adolescent  A&PIs 
have  resulted  from  injection  drug  use.  For  A&PI  women,  44  percent  of  all  AIDS  cases 
were  through  heterosexual  transmission. 

Epidemiologic  data  collected  by  CDC  do  not  itemize  the  more  than  two  dozen  ethnic 
populations  that  comprise  the  broad  A&PI  category.  This  lack  of  sub-population  data 
greatly  reduces  the  ability  of  public  health  planners  to  develop  effective  prevention 
programs  and  systems  of  care.  The  A&PI  population  continues  to  be  the  fastest 
growing  in  the  United  States.  Careful  attention  should  be  given  both  to  increases  and 
changes  in  HIV  to  increase  the  likelihood  that  care  systems  are  used  by  people  living 
with  HIV  to  meet  their  HIV  and  other  public  health  needs. 

A&PIs  are  chronically  underserved  by  the  health  care  system.  For  the  most  part, 
HIV-related  services  have  been  culturally  insensitive,  linguistically  inappropriate  and 
systematically  under-funded.  To  help  understand  the  lack  of  services  available  to  A&PI 
communities,  HRSA  convened  a  work  group  of  policy  makers,  advocates,  people  with 
HIV  and  AIDS,  experts  in  the  evaluation  of  HIV  services,  and  private  and  public  service 
providers.  Participants,  selected  for  their  diverse  backgrounds  and  experience,  were 
asked  to  identify  barriers  encountered  by  A&PIs  in  accessing  HIV  services,  to  discuss 
forms  of  technical  assistance  needed  to  overcome  the  barriers,  and  to  develop  HIV 
evaluation  questions. 


i 


CDC  HIV/AIDS  Surveillance  Report  vol  7,  no.  2  (Year  end  edition),  April  1 996 
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Percent  of  A&PI  Population  Residing  in  State 
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10  States  with  Largest  Percent  A&PI  Residents 


Source:  U.S.  Department  of  Commerce,  1990  Census  of  Population,  Social  and  Economic  Characteristics, 
United  States  1990  CP-2-1 
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Percent  of  All  A&PIs  in  the  United  States 
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Priority  Recommendations 

The  following  is  a  list  of  priority  recommendations  ranked  to  highlight  the  most  salient 
concerns  put  forth  in  this  document.  These  priorities  were  derived  after  careful 
consideration  of  information  from  HRSA's  A&PI  work  group,  through  the  contractor's 
direct  experience  of  HIV/AIDS  care  delivery  in  the  A&PI  population,  and  through 
consideration  of  HRSA's  systemic  and  economic  constraints. 

1.  Training  Manual 

Fund  an  A&PI  cultural  competency  training  manual  focusing  on  successful  intervention 
techniques  for  confronting  issues  related  to  primary  care  and  mental  health  utilization, 
A&PI  help-seeking  behaviors,  culture-bound  communication  related  to  disease,  and 
health  and  family  system  dynamics  related  to  care  and  health.  Funding  would  include 
the  dissemination  of  the  training  manual  to  CARE  Act  Eligible  Metropolitan  Areas 
(EMAs)  and  their  HIV  services  planning  councils. 

2.  Linguistically  and  Culturally  Appropriate  HIV  Disease  and  Treatment 
Information 

Fund  the  development,  production,  and  dissemination  of  linguistically  diverse  and 
culturally  competent  collateral  materials  (print,  audio  and  video)  explaining  HIV  disease 
pathogenesis,  treatment  options,  available  services,  etc. 

3.  Pilot  and  Demonstration  Project 

Fund  the  development  of  programs  that  explicitly  attempt  to  incorporate  socio-cultural 
norms  into  service  delivery  modality  and  methodology  through  HRSA's  Special  Projects 
of  National  Significance  (SPNS)  program. 

4.  Evaluation  Studies 

Fund  evaluation  studies  in  the  following  key  areas:  existing  services  specific  to  A&PIs 
with  HIV  disease;  a  comparison  of  service  access  and  utilization  with  socio-cultural 
determinants  of  program  success;  the  role  of  family  norms  in  help-seeking  behaviors 
and  identification  of  those  that  facilitate  and  predict  program  success;  and  a  multi-city 
evaluation  of  regional  and  geographic  variations  in  program  success. 
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5       Semi-Annual  Meeting  of  A&PI  HIV  Providers  Knowledgeable  about 
Community  Barriers 

Convene  a  semi-annual  meeting  of  A&PIs  who  are  knowledgeable  about  cultural 
barriers  to  HIV  service  delivery  for  the  purpose  of:  reviewing  progress  on  HRSA 
initiatives;  providing  policy  consultation  and  input;  investigating  emerging  issues  and 
information;  and  further  identifying  technical  assistance  needs  and  providing  insight 
and  assistance  to  HRSA  to  better  serve  A&PIs.  Meeting  participants  also  will  determine 
the  direction  and  content  of  the  training  manual  described  in  this  list  of  initiatives. 

6.  Provider  Training  Utilizing  HRSA-Funded  Training  Manual 

Fund  the  development  of  a  training  protocol  conducted  by  knowledgeable  consultants 
through  HRSA's  AIDS  Education  &  Training  Center  (AETC)  program  to  transfer 
technical  information  documented  in  the  A&PI  training  manual.  This  training  will  be 
offered  to  HRSA  personnel  and  grantees,  State  and  local  (EMA)  health  department 
staff  and  HIV  services  planning  councils. 

7.  Subcommittee  of  HRSA  AIDS  Advisory  Committee 

Form  a  subcommittee  of  the  HRSA  AIDS  Advisory  Committee  (HAAC)  to  gather 
information  about  and  develop  strategies  for  low-incidence-high  barrier  populations 
such  as  A&PIs.  The  objective  would  be  to  increase  the  Committee's  knowledge  of  and 
sensitivity  to  the  culturally-bound  challenges  faced  by  these  populations  in  accessing 
HIV/AIDS  services. 


Statement  of  Need 

Although  often  perceived  as  a  "Model  Minority"  with  few  problems  and  enjoying  great 
material  success  and  access  to  services  (D.W.  Sue  &  Frank  1973),  A&PI  Americans  do 
in  deed  experience  psychological  and  social  problems  (Leong  1986;  S.  Sue  & 
McKinney  1975;  Tracey,  Leong,  &  Glidden  1986),  especially  regarding  HIV  medical  and 
support  services.  Because  of  the  model  minority  myth,  research  in  the  social  sciences 
on  A&PI  Americans  is  lacking  (Leong  1985).  As  a  result,  the  needs  of  this  population 
are  frequently  overlooked  and/or  underestimated. 

Not  only  is  the  model  minority  perception  false,  but  it  also  serves  to  homogenize 
diverse  ethnic  and  linguistic  populations  (D.W.  Sue  &  Sue  1989)  and  make  invisible  the 
equally  diverse,  varied  and  important  needs  of  A&PIs.  Even  worse,  this  perception 
stymies  attempts  by  providers  and  policy  makers  to  identify  and  address  specific 
socio-cultural  and  ethnolinguistic  barriers  to  access  and  use  of  services — especially 
HIV  medical  and  support  services.  As  a  result,  they  do  not  pursue  knowledge  about 
health-seeking  preferences  of  A&PI  Americans  and  the  socio-cultural  and 
ethnolinguistic  factors  that  determine  and  affect  these  preferences  (Solberg,  Ritsma, 
Davis,  Tata,  &  Jolly  1994). 
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Without  this  knowledge,  providers  and  policy  makers  are  not  likely  to  develop  culturally 
and  linguistically  competent  services  for  A&PI  ethnic  groups. 

Yet,  culturally  and  linguistically  competent  services  for  A&PIs  are  absolutely  necessary 
to  identify  and  improve  access  and  use  of  services.  To  fill  the  void  of  linguistically  and 
culturally  competent  HIV  services  available  to  A&PIs  in  San  Francisco,  the  agencies 
referenced  earlier,  and  other  agencies  not  mentioned  here,  have  worked  diligently  over 
the  past  5  to  6  years  to  identify  socio-cultural  characteristics  specific  to  A&PIs  — 
particularly  A&PI  gay  and  bisexual  men— and  to  develop  culturally-specific  models  of 
HIV  service  delivery  that  address  linguistic  barriers  and  respond  to  socio-culturally  and 
ethnolinguistically  impacted  service  access  and  use  issues. 

Effective  models  of  HIV  service  delivery  are  especially  critical  at  this  time,  when  the 
combination  of  a  growing  A&PI  population  (many  of  whom  are  recent  immigrants  and/or 
linguistically  isolated  refugees),  and  increasing  HIV  seroprevalence,  AIDS  incidence, 
and  Hepatitis  B  and  tuberculosis,  provides  alarming  indications  of  an  increasing  A&PI 
AIDS  caseload. 


Service  Needs 

A&PIs  with  HIV  disease  and  diagnosed  AIDS  have  concrete  HIV  medical  and  support 
service  needs.  These  include  case  management,  primary  care,  emotional  and  practical 
support,  food,  shelter  and  housing,  home  and  attendant  care,  and  legal  counsel. 
Nevertheless,  A&PI  use  of  HIV  medical  and  support  services  is  confounded  and 
complicated  by  cultural  values,  norms,  and  communication  barriers  that  discourage  and 
often  prohibit  frank  discussion  of  sexuality,  sexual  practices  and  behaviors,  gender 
identification,  disease  pathology,  symptomatology  and  transmission.  As  a  result,  A&PIs 
rarely  articulate  their  service  needs  to  service  providers.  Often  their  reluctance  is 
because  providers  lack  the  cultural  and/or  linguistic  competence  to  communicate 
effectively  and/or  successfully.  Or  reluctance  may  occur  because  their  own  cultural 
values  discourage  discussion  of  those  issues  that  urgently  need  to  be  raised  with 
service  providers  to  identify,  address,  and  treat  problems  promptly. 

The  specific  unmet  and  emerging  HIV  medical  and  support  service  needs  of  A&PIs 
revolve  around  cultural,  linguistic  and  organizational  barriers,  including:  language, 
stigmatization,  alienation  and  separation,  lack  of  self-efficacy  regarding  service 
utilization,  self-reliance,  social  isolation  and  low  self-esteem,  fear  and  denial, 
indigenous  and  traditional  beliefs,  acceptance  of  authority,  mistrust  of  government  and 
social  institutions  between  immigrants  and  refugees,  and  fear  of  deportation. 

While  other  immigrant  populations  of  color  experience  similar  barriers  to  medical  and 
social  services,  the  barriers  mentioned  above  are  specifically  related  to  the  history  and 
experiences  of  A&PIs.  Therefore,  treating  A&PIs  requires  a  level  of  proficiency  on  the 
part  of  medical  and  social  service  providers  concerning  distinctive  A&PI  behaviors. 
Enhanced  knowledge  and  relevant  skills  of  providers  will  facilitate  the  understanding 
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and  integration  of  medical  and  social  service  information  in  treating  the  medical, 
psychosocial  and  spiritual  needs  of  A&PIs  living  with  HIV  disease. 

AIDS  service  providers  who  comprise  current  HIV  care  and  treatment  systems  have 
scant  experience  and  knowledge  of  A&PI  communities  and  lack  the  understanding  of 
the  cultural  factors  underlying  their  use  of  health  and  medical  services.  This  inability  to 
understand  A&PI  people  and  cultures  undermines  inter-cultural  communications  and 
creates  obstacles  to  assistance  and  care.  Organizational  policies,  operational 
procedures,  service  methods,  and  individual  attitudes  of  providers  may  create  an 
alienating  atmosphere,  which  may  be  perceived  as  inappropriate,  insensitive,  and 
discriminatory  by  A&PIs  with  HIV  and  members  of  their  support  systems.  These 
difficulties  are  exacerbated  by  intolerance,  and  anti-immigrant/anti-Asian  sentiments  in 
American  society. 

For  example,  a  barrier  which  affects  service  access  is  the  lack  of  understanding  among 
service  providers  of  A&PI  family  structures.   In  most  A&PI  cultures,  the  immediate 
and/or  extended  family  is  the  primary  organizing  unit.  The  family  is  respected  as  an 
entity  that  existed  before  one  was  born  and  that  will  exist  long  after  one  is  dead  (Muller, 
1992).  Within  these  strong  family-centered  systems,  health  care  decisions  are  family 
decisions.  Individuals  and  family  members  consider  social  roles,  ancestors,  and  the 
family's  status  when  making  health  care  decisions  about  an  individual  (Muller,  1992). 
Anecdotally,  it  is  known  that  many  A&PIs  with  HIV  disease  decide  to  isolate  themselves 
from  their  families  of  origin  and  not  disclose  their  HIV  status.  This  is  in  response  to  a 
perceived  or  anticipated  negative  reaction  from  family  members. 

Similarly,  providers'  and  policy  makers'  understanding  of  confidentiality  is  very 
important  due  to  the  close-knit  nature  of  many  A&PI  communities.  The  family  is  highly 
valued  and  potentially  a  significant  source  of  support  for  A&PIs  living  with  HIV/AIDS. 
However,  this  support  often  is  unrealized  due  to  the  overpowering  sense  of  shame  and 
fear  of  social  stigmas  that  family  members  experience.  Fear  of  disclosure  and  fear  of 
association  often  leads  to  the  isolation  experienced  by  many  people  with  HIV.  Without 
culturally  sensitive  interventions  and  assistance,  these  traditional  family  support 
structures  are  denied  to  the  person  with  HIV  or  are  not  used  by  them.  Alienation 
separates  the  client  from  traditional  sources  of  care,  economic  support,  emotional 
interdependence,  social  identity  and  self-esteem.  Consequently,  a  client's  economic, 
psychological  and  emotional  status  can  deteriorate  rapidly.  Those  most  vulnerable  to 
separation  include  immigrants  living  alone  and  far  away  from  family  and  friends,  and 
refugees  who  may  have  lost  family  to  war,  political  persecution,  disease  or  famine. 
Barriers  to  access  occur  when  clients  fear  stigmatization,  alienation  and  separation,  or 
when  they  believe  that  their  personal  and/or  spiritual  needs  will  not  be  met. 

Another  example  of  a  culturally  distinctive  barrier  to  quality  health  care  for  A&PIs  is 
their  unquestioned  acceptance  of  information  from  perceived  authority  figures, 
including  medical  and  social  service  providers.  Many  socio-cultural  factors  contribute 
to  this  barrier,  including  Confucian  traditions  central  to  many  East  Asian  and  Southeast 
Asian  cultures.  These  traditions  and  values  dictate  a  respect  for  and  deference  to 
authority 
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figures  within  one's  family  and  in  one's  community  (Chin  1992).  As  a  result,  when 
A&PIs  do  not  ask  questions  of  their  provider  (Gold  1992)  they  fail  to  obtain  adequate 
information  necessary  to  benefit  from  the  recommended  medical  or  psychosocial 
treatments.  This,  in  turn,  undermines  the  motivation  of  clients  to  follow  through  with 
prescribed  treatments  and  in  communicating  further  with  their  providers. 

While  HIV/AIDS  presents  some  inherently  challenging  issues,  noting  cultural  factors 
specific  to  A&PIs,  such  as  family  structure,  influences  the  way  that  other  health  care 
problems,  such  as  cancer  and  other  chronic  illnesses,  are  addressed.  Ethnographic 
data  gathered  to  treat  other  A&PI  health  care  problems  may  enhance  HIV  service 
delivery  methodology.  This  information  could  be  used  in  the  development  of  a  training 
manual  as  recommended  in  this  group  of  initiatives. 

Cultural  barriers  to  care  may  arise  from  both  traditional  family  structures  within  group- 
oriented  cultures,  and  from  hierarchical  models  determined  by  Confucianism,  religion 
and  other  belief  systems.  This  can  complicate  and  impede  effective  access  to  HIV 
health  care  services  by  A&PIs.  Organizations  providing  HIV  services  must  understand 
the  nature  and  effect  of  these  cultural  factors,  and  act  to  remove  systemic  barriers  that 
complicate  and  interfere  with  effective  service  delivery.  Organizational  barriers  that 
prevent  A&PIs  from  receiving  adequate  care  include:  lack  of  cultural  competence; 
organizational  assumption  of  client  self-agency;  lack  of  sensitive  outreach  and  intake; 
and  client  alienation.  These  barriers  were  confirmed  by  the  A&PI  evaluation  work 
group  convened  by  HRSA  in  May  1994.  Recommendations  of  the  work  group  to 
address  these  barriers  include:  development  of  medical  and  support  service  delivery 
guidelines  for  A&PIs;  analysis  of  previous  service  utilization  among  A&PIs;  and  a 
descriptive  and  qualitative  evaluation  of  the  role  of  culture  and  family  systems  and  how 
this  affects  service  delivery  (HRSA  1995).  Without  attention  to  these  cultural,  linguistic 
and  organizational-specific  issues  and  barriers,  HIV  medical  and  support  services  will 
remain  partially  or  wholly  inaccessible  to,  and  be  unused  by,  A&PIs  with  HIV. 

The  most  important  service  need  of  A&PIs  with  HIV  and  AIDS  is  for  service  providers  to 
possess  reliable  knowledge  of  and  a  thorough  and  concise  understanding  of  the 
socio-cultural  and  ethnolinguistic  barriers  to  services.  This  will  enable  providers 
(particularly  indigenous),  to  modify,  enhance,  and  define  their  models  to  minimize 
barriers.  This  will  help  clients  increase  their  self-efficacy  and  increase  their  ability  to 
identify,  access  and  use  services.  Providers  also  will  be  able  temporarily  to  reinforce 
and,  sometimes,  replace,  the  family  support  structures  that  provide  problem-solving 
and  emotional  support. 


Service  Barriers  for  Gay  and  Bisexual  Men 

While  the  majority  of  A&PIs  living  with  HIV  are  men  who  are  gay  and  bisexual,  many 
A&PIs  would  deny  that  gay  and  bisexual  men  exist  in  their  communities.  Among  A&PIs, 
it  is  generally  believed  that  AIDS  exists  only  within  the  "gay  community,"  defined  as 
white,  gay  men.  Denial  and  stigmatization  present  in  A&PI  communities  often  act  as 


A&PI  POLICY  RECOMMENDATIONS 


10 


strong  social  forces  that  discourage  A&PI  gay  and  bisexual  men  from  openly  or  covertly 
seeking  assistance  for  their  HIV-related  needs.  This  "cultural  disincentive"  means  that 
gay  and  bisexual  men  are  not  likely  to  seek  assistance  from  resources  within  their  own 
communities,  such  as  immigration  and  refugee  assistance,  community  health  centers 
family-centered  services,  and  AIDS-specific  programs.  Within  public  health  care,  like 
most  human  service  systems,  effective  service  delivery  is  compromised  by  a  lack  of 
awareness  of  the  social  and  cultural  forces  that  influence  the  behaviors  of  the  portion  of 
the  population  in  greatest  need  for  HIV  related  services. 

This  limits  the  viable  options  available  to  A&PI  gay  and  bisexual  men— options  that 
meet  their  service  needs  and  are  acceptable  to  them.  A&PI  service  organizations  with 
gay  and  bisexual  leadership  have  made  important  contributions  to  overcoming  these 
barriers  through  client  advocacy,  case  management,  and  support  services  for  the 
infected  and  affected.  However,  these  programs— located  in  a  handful  of  major 
cities— lack  adequate  resources  to  provide  a  continuum  of  comprehensive  services  for 
the  increasing  numbers  of  gay  and  bisexual  men,  their  families,  and  partners.  Effective 
and  accessible  care  for  bisexual  men  may  help  the  early  identification  of  their  female 
partners  and  help  ensure  that  a  woman's  HIV  status  is  learned  prior  to  her  or  her 
spouse's  hospitalization. 


Barriers  and  Policy  Recommendations 

A.      Access  Barriers 

1 .       Linguistic  and  Ethnic  Diversity.  In  San  Francisco,  78  percent  of  A&PIs  use 
a  language  other  than  English  at  home  (ACCIS  1992).  This  percentage  is 
comparable  to  primary  language  use  by  A&PIs  in  the  12  areas  with  the 
largest  A&PI  populations— namely,  Boston,  Chicago,  Dallas/Fort  Worth, 
Los  Angeles,  New  York,  Orange  County,  San  Francisco,  Seattle, 
Washington,  DC,  Honolulu,  San  Diego,  and  San  Jose.  Also,  little 
information  has  been  written  about  HIV  services  and  HIV  disease  in  A&PI 
languages.  As  a  result,  A&PI  communities  experience  a  lack  of  credible 
and  comprehensible  HIV/AIDS  education,  prevention  and  treatment 
information.  To  be  effective,  HIV/AIDS  information  needs  to  be  presented 
in  the  appropriate  language,  using  cultural  idioms  familiar  to  members  of 
this  community.  Currently,  little  or  no  information  on  HIV  services  is 
available  in  even  the  major  A&PI  languages.  Because  many  immigrants 
and  refugees  are  not  literate  in  their  spoken  language,  few  know  about 
advertised  services,  and  even  fewer  know  how  to  access  them  or 
communicate  their  needs  to  service  and/or  medical  providers.  Because 
such  materials  are  almost  nonexistent,  and  because  there  is  widespread 
misinformation  about  HIV/AIDS  within  A&PI  communities,  many 
individuals  and  families  living  with  HIV/AIDS  do  not  benefit  from  the 
available  services  within  or  near  their  communities. 
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Recommendations 

A.  1 . 1  Where  appropriate,  require  grantees  explicitly  and  aggressively  to  fund 
language-specific  services,  including  translation  and  interpretation. 

A.  1.2  Fund  the  development,  production  and  dissemination  of  linguistically 
diverse  and  culturally  competent  collateral  materials  (including  print, 
audio  and  video)  explaining  HIV  disease  pathogenesis,  treatment  options, 
available  services,  etc. 

A.1 .3  Fund  the  development  and  implementation  of  intra-cultural  competency 
technical  assistance  and  training  projects  that  provide  extensive  diversity 
and  sensitivity  training  to  bicultural  and  bilingual  staff  to  work  with  clients 
from  the  many  A&PI  cultural,  ethnic  and  linguistic  groups. 

2.       Stigmatization,  Alienation  and  Separation:  Many  indigenous  A&PI 

cultures  stigmatize  sex,  homosexuality,  risk  behaviors  such  as  drug  use 
or  prostitution,  and  HIV  disease  itself.  Even  those  cultures  that  do  not 
stigmatize  these  behaviors  in  their  native  countries  may  adopt  American 
biases  against  HIV  risk  behaviors.  Association  with  stigmatized  behavior 
brings  shame  to  the  family  and  also  the  individual;  both  the  family  and  the 
individual  may  be  ostracized  from  the  community  while  the  individual  is 
also  alienated  from  the  family.  As  a  result,  there  is  strong  pressure  to 
keep  these  problems  hidden  (Sue  &  Kirk  1972  1973).  This  stigmatization 
is  re  nforced  by  ethnic-specific  media  and  negative  actions  of  community 
leaaers  that  alternate  between  silence  and  hostility.  Internalized 
stigmatization  can  cause  profound  feelings  of  personal  shame,  self-blame 
and  low  self-worth.  People  with  HIV  who  are  dependent  on  their  family  or 
ethnic  community  for  emotional  and  economic  survival — especially 
immigrants  and  refugees,  young  people,  and  women— justifiably  fear 
disclosure  of  behaviors  or  health  status  that  could  bring  on  this  stigma. 
The  result  is  that  many  HIV-positive  A&PIs  wait  until  they  become 
severely  ill  before  seeking  outside  help,  if  they  seek  it  at  all. 

Recommendations 


A.2.1 .  Fund  evaluation  studies  to  identify  family  role  norms  that  facilitate  service 
access  and  are  effective  predictors  of  program  success. 

A.2.2.  Fund  and  evaluate  programs  that  explicitly  attempt  to  incorporate 
socio-cultural  family  norms  into  service  delivery  modality  and 
methodology. 

A.2.3.  In  cities  and  regions  which  show  a  disproportionately  high  number  of 

A&PI  AIDS/HIV  cases,  fund  programs  that  participate  in  support  networks 
and  use  culturally-specific  case  management.  These  models  must  seek 
to  augment  the  family  system,  establishing  a  new  family  structure  for 
some,  and  providing  an  alternative  family  structure  for  others. 
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B.      Utilization  Barriers  &  Policy  Recommendations 

1 .  Self-Reliance  and  Lack  of  Self-Efficacy:  Because  the  family  is  also  the 
primary  vehicle  for  accessing  information  and  services  outside  the  family, 
an  HIV-positive  individual  who  is  separated  from  his  or  her  family  is  often 
unable  effectively  to  use  available  HIV  medical  and  support  services 
(which  are  based  on  models  that  presume  self-agency  and  require 
self-efficacy  to  act  as  one's  own  agent).  Therefore,  HIV-positive  A&PIs 
accessing  the  medical  and  social  service  system  require  a  single 
individual  to  act  as  their  service  broker,  advocate,  system-interpreter  and 
role  model,  and  for  assisting  them  in  developing  self-efficacy  at  using 
services  and  successfully  advocating  for  themselves. 

Compounding  the  lack  of  self-efficacy  in  accessing  services,  is  the  fact 
that  many  A&PIs  perceive  HIV-  and  AIDS-related  programs  as  only  for 
those  unable  to  function  independently.  Ironically,  this  attitude  toward 
self-reliance  has  roots  in  the  same  cultural  values  which  undermine 
self-agency — namely,  the  dependence  on  the  family  as  the  primary 
source  of  support  and  the  corresponding  reluctance  to  seek  sources 
outside  the  family.  While  seemingly  contradictory,  the  result  is  that 
potential  clients  do  not  use  HIV  services  when  symptoms  first  appear. 
Rather,  often  they  delay  seeking  HIV-related  medical  and  social  services 
as  they  use  alternative  treatments.  They  also  tend  to  access  the  system 
through  emergency  access  points  such  as  hospital  emergency  rooms. 

Recommendations 

B.1.1  Conduct  a  study  of  12  major  cities  with  high  A&PI  populations  and  identify 
points  of  service  access,  frequency  of  use,  and  severity  of  illness  at  time 
of  first  access  as  compared  to  available  services. 

B.1.2  Fund  program  evaluation  of  A&PI  access  and  utilization  patterns, 

socio-cultural  determinants  of  utilization  and  successful  interventions. 

B.1.3  Monitor  and  study  A&PI  utilization  and  case  management  success,  and 
compare  findings  with  other  populations  to  identify  predictors  of  success 
and  reasons  for  failure  in  enrollment  and  retention. 

2.  Social  Isolation  &  Low  Self-Esteem:  Stigmatization  by  and  alienation  from 
family  and  community,  in  combination  with  an  attitude  of  self-reliance,  can 
isolate  a  client  from  his  or  her  traditional  sources  of  personal  and  social 
identity,  self-worth,  and  emotional  support.  A&PIs  living  with  HIV 
frequently  become  cut  off  from  their  ethnic  and  familial  community  and 
have  no  person,  place  or  community  from  which  to  seek  help. 
Overwhelmed  and  alienated  by  the  psychological  trauma  of  an  HIV  or 
AIDS  diagnosis  many  clients  experience  serious  emotional 
decompensation,  lowered  self-esteem  and  depression.  Aside  from 
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reinforcing  self-destructive  or  compulsive  risk  behaviors  such  as  unsafe 
sex  and  substance  abuse,  depression  can  undermine  what  self-efficacy 
skills  a  client  may  have  and  his  or  her  ability  to  use  HIV  medical  and 
support  services.  These  problems  are  often  overcome  when  an  A&PI 
living  with  HIV  is  involved  in  and  supported  by  a  visible,  organized  and 
engaged  community,  and  when  they  receive  services  in  an  environment  of 
shared  power.  Ethnic-specific  peer  networks  serve  as  a  surrogate 
community,  helping  individuals  overcome  their  isolation,  rebuild  their 
self-esteem.  Within  these  networks  they  learn  from  their  peers  how  to  live 
with  HIV  disease  and  use  services  that  can  prolong  and  increase  the 
quality  of  their  lives. 

Recommendations 

B.2.1.  Fund  infrastructure  and  capacity  building  within  existing  A&PI  AIDS 

service  organizations  (ASOs)  and  those  that  serve  A&PIs  with  specialized 
programs  to  increase  and  maintain  visibility,  increase  the  level  of  services 
and  reach  out  to  clients. 

B.2.2.  Fund  and  evaluate  programs  which  establish  and  develop  constituent 
peer  support  networks. 

3.       Indigenous  &  Traditional  Beliefs  and  Complementary  Treatment:  In  many 
A&PI  cultures,  fate  is  a  determining  factor  in  personal  health.  The  ideas 
of  Ming  for  ethnic  Chinese  and  Bahama  na  (come  what  may)  for  Filipinos 
are  two  examples.  These  and  similar  beliefs  often  inhibit  potential  clients 
from  seeking  timely  medical  treatment  or  support  because  they  lack  the 
belief  that  they  can  manage  their  own  health  and  their  HIV  disease. 

Other  conflicts  between  Western  and  indigenous  beliefs  relating  to 
health,  disease  pathology  and  medicine  may  inhibit  clients  from  using  HIV 
medical  and  support  services.  Also,  many  A&PIs  do  not  have  faith  in 
Western  medicine  but  prefer  to  use  indigenous  treatments  such  as 
acupuncture,  Chinese  herbal  therapy,  Qi  Gong,  etc.  While  these 
treatments  have  not  undergone  the  rigorous  efficacy  studies  applied  to 
most  Western  medical  treatments,  the  qualitative  efficacy  information  on 
these  treatments  shows  very  promising  results.  This  is  especially  true 
when  these  treatments  are  indigenous  to  an  A&PI's  cultural  framework 
and  Western  medicine  is  not.  Alternative  treatments  can  benefit  mental 
and  emotional  health,  reduce  stress  and  improve  an  individual's 
self-esteem — the  goal  of  many  Western-model  psychosocial  services. 
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Recommendations 

B.3.1.  Increase  availability  and  access,  through  aggressive  funding,  of 
complementary/  traditional  treatments. 

B.3.2.  Integrate  indigenous  cultural  beliefs  into  biomedical  provider  training  and 
into  treatment  protocols  to  improve  provider-client  communication,  and 
increase  treatment  initiation  and  compliance. 

4.       Acceptance  of  Authority:  In  many  A&PI  cultures,  the  individual  adopts  an 
unquestioning  respect  for  and  acceptance  of  authority.  Limited  English 
fluency  and  self-agency  skills,  in  combination  with  the  uncritical 
acceptance  of  authority,  undermines  a  client's  ability  to  question  his/her 
provider  about  specific  services  and  treatment.  Comprehension  and 
satisfaction  suffer,  leading  to  misuse  of  medications,  irregular  followup, 
and  attrition  among  A&PI  clients.  This  is  further  complicated  when 
medical  personnel  are  of  A&PI  ancestry.  They  often  hold  the  same 
mistaken  cultural  beliefs  about  A&PIs  and  are  judgmental  about  sexuality, 
drug  use  and  HIV  disease.  This  creates  a  non-therapeutic  environment  of 
stigmatization  and  insensitivity  for  the  HIV-infected  A&PI  patient. 

Recommendations 

B.4.1.  Expand  existing  AIDS  Education  &  Training  Center  (AETC)  curricula  to 
include  A&PI-specific  issues  to  train  medical  personnel  on  requesting 
assistance  with  communication,  and  in  understanding  issues  related  to 
self-efficacy  and  self-agency,  and  basic  steps  required  to  increase  patient 
understanding  of  and  compliance  with  prescribed  treatment. 

B.4.2.  Within  the  AETC  national,  regional  and  local  frameworks,  develop  training 
that  targets  A&PI  medical  personnel,  focusing  on  issues  of  sexuality, 
gender  and  drug  use  in  HIV  treatment  settings  and  including  the 
experiences  of  A&PIs  living  with  HIV. 

B.4.3.  Develop  and  disseminate  a  medical  protocol  for  the  treatment  of 

HIV-positive  A&PIs  that  addresses  patient  communication,  feedback  and 
intra-ethnic  cultural  diversity. 

C.      Summary  of  Access  and  Utilization  Barriers  and  Policy  Recommendations 

1 .       Cultural  Values  and  Norms:  Cultural  beliefs,  traditions,  and  behaviors  are 
not,  by  definition,  barriers  to  obtaining  care.  However,  the  cultural  factors 
presented  here  are  discussed  as  barriers  because  they  also  may  reflect 
the  difficulties  individuals  and  families  experience  as  they  move  back  and 
forth  between  traditional  A&PI  values  and  cultural  norms  and  the  values 
and  practices  of  American  health  care  and  social  service  system.  While 
HIV/AIDS  presents  its  own  set  of  cultural  and  health  care  challenges,  it 
must  be  noted  that  other  public  health  efforts  have  experienced  similar 
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challenges  in  providing  services  to  A&PI  communities.  Language, 
stigmatization,  alienation  and  separation,  self-reliance,  social  isolation, 
and  low  self-esteem,  use  of  indigenous  and  traditional  therapies,  and  an 
uncritical  acceptance  of  authority  all  are  related  to  traditional  cultural 
structures.  Before  immigration,  these  beliefs  and  practices  helped  to 
organize  A&PIs  and  their  communities  within  their  countries  of  origin,  and 
gave  meaning  to  their  lives. 

Recommendations 

C.1 .1 .  Through  the  AETC  program,  fund  a  contractor  to  recruit  and  meet  with 

medical  and  social  service  providers  knowledgeable  about  the  delivery  of 
health  care  and  educational  services  for  A&PIs  affected  by  health  care 
issues  other  than  HIV/AIDS. 

Also,  incorporate  into  the  A&PI  cultural  competency  training  manual 
existing  health  care  and  educational  strategies  targeting  A&PIs  in  areas 
other  than  HIV/AIDS. 
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D.  Organizational  Barriers  &  Policy  Recommendations 

1 .       Lack  of  Cultural  Competence:  The  A&PI  population  in  the  U.S.  is  an 

extremely  ethnically  heterogeneous  one.  To  manage  this  diversity,  HIV 
medical  and  support  service  providers  must  change  their  usual  practices. 
Among  their  choices  are:  diversifying  their  staff  to  reflect  the 
heterogeneity  of  the  A&PI  population  (impractical  for  most  agencies),  or 
isolate  those  cultural  norms  that  are  contiguous  across  subgroups  and 
cultures  and  build  programs  based  upon  them.  Few  agencies,  however, 
possess  the  resources  or  the  cultural  competence  to  build  such  programs. 

C//enr  Alienation:  A&PI  clients  often  drop  out  of  HIV  service  programs 
because  of  cultural  alienation  from  a  program  or  a  service  provider. 
Because  case  management  services  typically  are  linked  to  one  service 
within  a  spectrum  of  segmented  services  (each  typically  based  at  a 
separate  agency),  clients  must  often  transfer  from  one  agency  to  another 
and  one  case  management  program  to  another  as  his  or  her  service 
needs  change.  A&PI  clients,  who  may  already  feel  alienated  from  the 
social  service  system,  frequently  fall  out  of  case  management  during  the 
transfer  between  programs  and/or  agencies.  Alienation,  compounded  by 
a  reluctance  to  seek  help  from  unfamiliar  providers,  ultimately  results  in 
low  client  retention  in  case  management  programs  and  a  consequent 
underutilization  of  HIV  medical  and  support  services. 

Recommendations 

D.1 .1 .  Train  appropriate  HRSA  staff  to  more  effectively  address  A&PI  needs  and 
issues,  both  within  the  agency  and  with  providers  who  serve  A&Pls. 

D.1.2.  Support  the  development  and  maintenance  of  a  national  A&PI  provider 
network. 

D.1 .3.  Convene  an  A&PI  experts  panel  or  work  group  and  use  their  expertise  in 
implementing  the  recommendations  herein. 

D.1. 4.  Develop  an  A&PI  cultural  competency  training  manual  and  disseminate  to 
appropriate  HRSA  grantees,  States,  Territories,  EMAs  and  CARE  Act- 
mandated  HIV  services  planning  councils. 

D.1 .5.  Develop,  document  and  disseminate  effective  models  of  service  delivery 
targeting  HIV-positive  A&Pls. 

D.1 .6.  Earmark  technical  assistance  (TA)  funds  to  help  existing  and  potential 
HRSA  grantees  with  HIV  service  development. 

D.1. 7.  Support  development  of  A&PI-specific  training  and  development  of 
protocols  and  models  of  care  for  A&Pls. 
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2.       Lack  of  Targeted  Resources:  Because  many  localities  aggregate 

epidemiological  statistics  for  people  of  color,  or  aggregate  and  categorize 
A&PI  populations  as  "other,"  resources  are  targeted  frequently  only  to 
demographically  defined  populations.  Alternately,  since  A&PIs  continue 
to  show  lower  epidemiological  rates  of  infection  and  cases  of  AIDS 
relative  to  other  racial/ethnic  groups,  they  do  not  receive  HIV-specific 
resources.  This  systematic  oversight  does  not,  however,  diminish  the 
need  for  targeted  resources  to  competently,  effectively  and  efficiently 
serve  HIV-positive  A&PIs.  This  situation  is  frequently  mirrored  in  policy 
planning  and  decision-making  as  well. 

Recommendations 

D.2.1 .  Leverage  and  target  HRSA  demonstration  project  resources  to 

A&PI-related  services,  particularly  those  serving  gay  and  bisexual  men. 

D.2.2.  Ensure  that  A&PI  representation  exists  on  all  policy  bodies,  appropriate 
expert  panels,  and  on  HIV  services  planning  councils  in  EMAs  with  A&PI 
populations  exceeding  2  percent  of  that  area's  population. 


Recommended  Initiatives 

The  following  initiatives  have  been  developed  to  create  a  framework  for  achieving  the 
recommendations.  The  initiatives  incorporate  the  substance  of  all  of  the 
recommendations  while  not  specifying  each  individually  as  an  independent  initiative. 
This  approach  not  only  is  more  realistic  and  conducive  to  a  successful  outcome,  but  is 
also  more  cost-effective  and  efficient — very  important  when  considering  that  real  funds 
for  HIV  services  are  becoming  more  scarce  while  the  numbers  of  people  requiring 
care — A&PIs  being  the  community  of  focus  here — are  increasing. 

The  overall  goal  of  the  initiatives  is  to  improve  the  integration  of  CARE  Act  HIV  service 
delivery  and  effectiveness  of  treatments  for  A&PIs  living  with  HIV  disease.  This  is 
achieved  by:  providing  cultural  competence  technical  assistance  to  planners  and 
providers  of  services;  expanding  and  increasing  the  focus  of  the  work  of  the  AIDS 
Education  &  Training  Centers;  evaluating  existing  models  of  service  delivery  and 
identifying  those  methods  and  modalities  that  are  effective  and  those  that  are  not; 
funding  pilot  and  demonstration  projects  that  utilize  this  and  other  information;  and  by 
increasing  the  capacity  of  existing  service  providers  to  more  effectively  serve  A&PIs 
with  culturally  competent,  linguistically  appropriate  and  effective  services. 
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Technical  Assistance 


Purpose:      The  purpose  of  this  technical  assistance  initiative  is  twofold:  To  expand 
the  scope  of  culturally  specific  modes  and  methods  for  serving  A&PIs; 
and  to  increase  the  number  of  health  service  and  primary  care  providers 
qualified  to  deliver  culturally  competent  services  to  A&PIs. 

Methods:      The  methods  to  be  used  for  this  initiative  are  as  follows: 

1 .  Fund  the  development  of  an  A&PI  cultural  competency  training  and 
companion  manual  on  successful  intervention  techniques  relating  to 
help-seeking  behaviors,  primary  care  and  mental  health  service 
utilization,  culture-bound  communication  related  to  disease,  and  health 
and  family  system  dynamics  related  to  care  and  health.  Additionally,  train 
appropriate  HRSA  staff,  HRSA  grantees,  State  and  local  (EMA)  health 
department  staff  and  HIV  services  planning  councils  on  these  successful 
intervention  techniques. 

2.  Convene  semi-annually  an  A&PI  experts  panel  to:  review  progress  on 
initiatives;  provide  policy  consultation  and  input;  investigate  emerging 
issues  and  information;  further  identify  technical  assistance  needs;  and 
provide  insight  and  assistance  to  HRSA  to  better  serve  A&PIs.  The 
experts  panel  would  constitute  a  consultant  pool  from  which  HRSA  could 
draw  expertise  to  provide  technical  assistance  within  the  agency  as  well 
as  to  grantees  and  planning  councils. 

Time  frame:  Develop,  pilot  test  and  finalize  a  training  manual  to  be  published  in  6  to  9 
months  from  the  date  the  contract  is  awarded.  Marketing  of  the  training 
should  take  place  for  the  first  3  months  after  training  has  been  completed. 
Training  will  be  conducted  on  an  ongoing  basis;  the  most  intensive  work 
will  take  place  in  the  first  3  to  6  months  after  the  training  is  finalized. 


Method  #1: 

•  Months  1-9: 

•  Months  10-12: 

•  Months  13-24: 
Method  #2: 

•  Months  1-3: 

•  Month  4: 

•  Months  5-11: 


Training  development,  testing  and  documentation 
Marketing  training  to  target  audience 
Conducting  training 

Identify  experts  for  panel 

Convene  first  experts  panel  and  develop  mission  and  goals 

Provide  technical  assistance  in  field  and  to  HRSA  and 
identify  additional  technical  assistance  needs 


A&PI  POLICY  RECOMMENDATIONS 


19 


•  Month  12:  Convene  second  experts  panel  to  review  progress,  needs, 

successes,  and  challenges  over  the  previous  year 

•  Months  13-48:     Continue  to  convene  panels  semi-annually,  and  to  provide 

technical  assistance  as  needs  are  identified 

Recommendations:  Previously  identified  recommendations  of  this  initiative  are: 

A.  1.3.  Fund  the  development  and  implementation  of  intra-cultural  competency 
technical  assistance  and  training  projects  to  provide  diversity  and 
sensitivity  training  to  enable  bicultural  and  bilingual  staff  to  work 
effectively  with  clients  from  diverse  risk  groups  within  a  particular 
ethnolinguistic  population. 

C.  1 . 1 .  Fund  contractor  to  recruit  and  meet  with  medical  and  social  service 

providers  knowledgeable  about  the  delivery  of  non-HIV  health  care 
services  to  A&Pls.  Utilize  information  gathered  from  this  meeting  to 
develop  an  A&PI  HIV  training  manual.  Encourage  contractor  to 
incorporate  non-HIV  health  care  and  educational  strategies  for  A&PIs  into 
the  manual. 

D.  1.1.  Train  appropriate  HRSA  staff  in  A&PI  issues  to  more  effectively  address 

A&PI  needs  and  issues  from  within  the  agency  as  well  as  to  represent 
these  needs  and  issues  with  providers  serving  A&PIs. 

D.1 .3.  Convene  an  A&PI  experts  panel  or  work  group  to  advise  and  work  with 
HRSA  on  the  implementation  of  the  recommendations  herein. 

D.1.4.  Develop  and  disseminate  to  appropriate  HRSA  grantees,  States,  EMAs 

and  HIV  services  planning  councils  a  cultural  competency  training  manual 
focusing  on  A&PIs. 

D.1 .6.  Earmark  technical  assistance  funds  for  service  development. 

D.2.2.  In  areas  with  A&PI  populations  exceeding  2  percent  of  that  area's 

population,  ensure  A&PI  representation  on  all  policy  bodies,  appropriate 
experts  panels,  and  EMA  HIV  services  planning  councils. 
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Provider  Training 


The  purpose  of  this  initiative  is  to  increase  provider  effectiveness  in 
delivering  services  to  A&Pls.  If  providers  understand  how  A&PIs  interact 
with  the  health  care  and  social  service  system,  and  are  aware  of  barriers 
to  access  and  utilization  of  services,  they  will  be  better  equipped  to 
facilitate  increased  A&PI  access  to  and  utilization  of  services. 

The  AIDS  Education  &  Training  Centers  (AETCs)  are  the  primary  vehicle 
through  which  this  initiative  will  be  implemented.  To  ensure  success,  it  is 
imperative  that  AETCs  make  a  concerted  effort  to  increase  their  level  of 
coordination  and  communication,  as  well  as  focus  on  projects  that  have 
significant  impact  at  the  local  level. 

Develop,  produce  and  effectively  disseminate  linguistically  diverse  and 
culturally  competent  collateral  materials  detailing  HIV  disease 
pathogenesis,  treatment  options  (including  complementary  treatments), 
available  services,  etc. 

Develop  and  document  a  culturally  specific  training  manual  and 
concurrent  medical  protocol  for  dissemination  to  primary  care  personnel 
through  the  AETCs.  Also,  implement  a  train-the-trainer  program  whereby 
trained  primary  care  and  medical  professionals  are  able  to  effectively  train 
their  colleagues  in  the  care  setting. 

Time  frame:  The  time  frame  for  this  initiative  is  estimated  to  be  1 8-24  months  from 
initiation  to  completion. 

Method  #1: 

•  Months  1-6:        Develop,  draft,  test  and  review  collateral  materials 

•  Months  7-8:        Review  and  revise  materials,  with  special  attention  to 

linguistic  appropriateness 


• 

Month  9: 

Print  collateral  materials 

• 

Months  10-18: 

Disseminate  materials 

Method  #2: 

• 

Months  1-6: 

Training  and  medical  protocol  development 

• 

Months  7-10: 

Training  and  protocol  review 

• 

Months  11-12: 

Protocol  dissemination 

• 

Months  12-24: 

Conduct  training  through  AETCs 

Purpose: 


Methods: 


1. 
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Recommendations:  Previously  identified  recommendations  of  this  initiative  are: 

BAA.  Expand  existing  AETC  curricula  to  include  training  in  A&PI-specific  issues 
to  assist  medical  personnel  with  communication,  understanding  issues 
related  to  self-efficacy  and  self-agency,  and  the  basic  steps  required  to 
increase  A&PI  patient  understanding  of  and  compliance  with  prescribed 
treatment. 

B.4.2.  Within  the  AETC  national,  regional  and  local  frameworks,  develop  training 
for  A&PI  medical  personnel  that  focuses  on  issues  of  sexuality,  gender 
and  drug  use  in  the  context  of  HIV  treatment  and  the  experience  of 
HIV-positive  A&Pls. 

B.4.3.  Develop  and  disseminate  a  medical  protocol  for  the  treatment  of 

HIV-positive  A&PIs  in  the  areas  of  patient  communication,  feedback  and 
intra-ethnic  cultural  diversity. 

D.1.7.  Support  the  development  of  A&PI-specific  training  and  development 
protocols  and  models  of  care  for  A&PIs. 
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Evaluation  Studies 


Purpose:      The  purpose  of  this  initiative  is  to  increase  knowledge  of  how  A&PIs 

access  and  utilize  HIV  services  and  health  care,  and  to  clearly  identify  the 
socio-cultural  barriers  to  services.  This  knowledge  and  understanding  will 
facilitate  the  evaluation  of  the  effectiveness  of  existing  programs,  and 
help  identify  program  methodologies  and  modalities  which  promise  a 
greater  integration  of  HIV  services  for  A&PIs. 

Methods:      Through  HRSA,  implement  at  least  four  evaluation  studies  to  address  the 
following  key  issues:  the  role  of  family  norms  in  help-seeking  behaviors 
and  identification  of  those  norms  that  facilitate  and  predict  program 
success;  a  multi-city  evaluation  of  regional  and  geographic  variations  in 
program  success;  and  a  formative  evaluation  of  HIV  service  access  and 
utilization,  including  the  identification  of  socio-cultural  determinants  of 
program  success.  Upon  completion  but  prior  to  publication  in  a 
professional  journal,  the  evaluation  findings  will  be  disseminated  widely. 
It  is  important  that  these  research  projects  be  conducted  by  community- 
based  agencies  who  understand  and  have  access  to  the  target 
population,  and  that  input  from  the  target  population  be  included. 

Time  frame:  The  time  frame  for  this  initiative  will  be,  minimally,  24-36  months  from 
initiation  to  completion. 

•  Months  1-3:        Develop  program  guidelines  and  request  for  applications 

•  Months  3-6:        Issue  request  for  applications,  review  incoming  applications 

and  make  funding  decisions 

•  Months  7-31 :      Conduct  evaluation  studies 

•  Months  32-36:    Analyze  data  and  release  findings 
Recommendations:  Previously  identified  recommendations  of  this  initiative  are: 

A.  2.1.  Fund  evaluation  studies  to  identify  family  role  norms  that  are  effective 

facilitators  of  service  access  and  predictors  of  program  success. 

B.  1.1.  Conduct  a  study  of  12  major  cities  with  high  A&PI  populations  and  identify 

points  of  service  access,  frequency  of  utilization,  and  severity  of  illness  at 
point  of  first  access  as  compared  to  available  services. 

B.1.2.  Fund  evaluation  of  A&PI  access  and  utilization  issues,  socio-cultural 
determinants  of  utilization,  and  evaluation  of  successful  intervention. 

B.1.3.  Monitor  and  evaluate  A&PI  level  of  utilization  and  case  management 
success,  and  compare  with  other  populations  to  identify  predictors  of 
success  and  reasons  for  failure  of  enrollment  and  retention. 
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Pilot  and  Demonstration  Projects 

Purpose:      This  initiative  supports  pilot  and  demonstration  projects  to  explore  A&PI 
access  to  and  use  of  HIV  care  services.  From  successful  pilots,  models 
can  be  further  developed,  evaluated  and  disseminated,  and  more 
effective  and  integrated  services  made  available  to  A&PIs  nationally. 

Methods:      Through  demonstration  program  channels  and  Special  Projects  of 

National  Significance,  fund  at  least  two  A&PI-specific  pilot/demonstration 
projects,  one  explicitly  targeting  gay,  bisexual  and  transgender  A&PIs. 

Time  frame:  Time  frame  for  this  initiative  will  be  4  years  from  initiation  to  completion. 

•  Year  1 :     Identify  funding  channels,  develop  program  guidelines  and 

requests  for  applications  (RFAs).  Release  RFAs,  review 
applications  and  select  grantees 

•  Year  2:     Fund  two  A&PI  pilot/demonstration  projects 

•  Year  3:     Continue  revising  projects  and  evaluations  as  necessary 

•  Year  4:     Conclude  projects  and  evaluations  and  publish  and  disseminate 

findings  and  models  of  service 

Recommendations:  Previously  identified  recommendations  of  this  initiative  are: 

A.2.2.  Fund  and  evaluate  programs  that  explicitly  incorporate  socio-cultural 
family  norms  into  service  delivery  modality  and  methodology 

A.  2.3.  In  cities  and  regions  with  a  disproportionately  high  number  of  A&PI 

AIDS/HIV  cases,  fund  programs  that  use  support  networks  and 
culturally-specific  case  management  to  augment  the  family  system: 
establishing  a  new  family  structure  for  some,  and  an  alternative  for  others 

B.  2.2.  Fund  and  evaluate  programs  to  develop  constituent  peer  support 

networks 

B.3.1 .  Aggressively  fund  increased  access  to  alternative/  traditional  treatments 

D.1.5.  Develop,  document  and  disseminate  effective  models  of  service  delivery 
targeting  HIV-positive  A&PIs 

D.2.1.  Leverage  and  target  HRSA  demonstration  project  resources  for 

A&PI-specific  services,  particularly  those  serving  gay  and  bisexual  men 
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Capacity  Building 

Purpose:      The  purpose  of  this  initiative  is  twofold:  1 )  to  increase  the  capacity  of  HIV 
service  providers  to  meet  the  needs  of  their  A&PI  clients,  and  2)  to 
increase  the  capacity  and  infrastructure  of  A&PI  community-based 
agencies  to  provide  HIV  services. 

Methods:      The  methods  to  be  used  for  this  initiative  are  as  follows: 

1 .  HRSA  will  require  that  grantees  address  issues  of  linguistic 
appropriateness  and  cultural  competence  for  their  A&PI  clientele  and  that 
they  document  the  methods  for  addressing  these  issues.  HRSA  will  fund 
all  activities  related  to  such  capacity  building. 

2.  Establish  and  maintain  a  national  A&PI  HIV  health  services  providers 
network  to  enable  providers  to  share  information  and  technical  assistance 
related  to  A&PI  intra-cultural  diversity. 

Time  frame:  Time  frame  for  this  initiative  will  4  years  from  initiative  to  completion. 

Method  #1: 


•  Months  1-12: 

•  Months  13-48: 

Method  #2: 

•  Months  1-3: 

•  Month  4: 

•  Months  5-12: 

•  Month  13: 

•  Months  14-48: 


Include  appropriate  language  and  instruction  in  program 
guidance  for  all  new  and  renewed  grants,  cooperative 
agreements  and  contracts 

Maintain  and  revise  guidance  as  needed  while  continuing  to 
fund  appropriate  cultural  capacity  building 


Recruit  and  form  a  steering  committee 

Convene  steering  committee  to  define  issues  related  to 
recruitment,  membership,  mission  and  goals 

Recruit  members  and  publish  and  distribute  bimonthly 
newsletter 

Convene  a  conference  of  members 

Continue  to  develop  and  sustain  the  providers  network. 
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Recommendations:  The  previously  identified  recommendations  of  this  initiative  are: 

A.  1.1.  Where  appropriate,  require  that  grantees  aggressively  fund  A&PI 

language-specific  services,  including  translation  and  interpretation 
services. 

B.  2.1.  Fund  infrastructure  and  capacity  building  within  existing  A&PI  AIDS 

service  organizations  with  specialized  A&PI  programs  to  help  them 
maintain  a  visible  presence,  and  to  increase  their  level  of  services  and 
outreach  to  clients. 

D.1 .2.  Support  the  development  and  maintenance  of  a  national  A&PI  provider 
network. 
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